Attachment can contribute to eating disorder symptomology through various paths, including emotion regulation. However, the relationship between parental and adult attachment and emotional eating and other eating disorder symptoms have been barely investigated on comparative samples. This cross-sectional, questionnaire-based online survey aimed to assess the relationship between parental and adult attachment qualities with the eating behavior severity, emotional eating, and the level of depression in 67 female anorexia nervosa, bulimia nervosa, and binge eating disorder patients, compared to 67 female sine morbo individuals. Eating disorder patients less frequently had secure attachment, and were more often fearful or preoccupied than sine morbo individuals. In sine morbo individuals lower adult attachment security, but in patients, lower parental care was related to eating disorder symptoms. In sine morbo individuals, higher preoccupation, but in patients, higher fearfulness and lower care was related to emotional eating. Lower attachment security (OR = 0.54), younger age (OR = 0.93) and higher depression (OR = 1.04) explained 36.6% of the variance of diagnosed eating disorders. A complex interplay could be highlighted between dysfunctional attachment dimensions and eating symptomology in both groups-but with different patterns. Perceived parental care may be influential for eating disorder patients, whilst the degree of adult attachment security can be influential for sine morbo individuals. Lower attachment security was a predictor of eating disorders, which suggests the protective value of enhancing attachment security. However, further attachment-based interventions are required.
Introduction
Attachment is the primary affectional bond between the child and his or her caregiver; as an evolutionarily grounded motivational-behavioral system, attachment serves the physical and psychological safety of the child (Ainsworth, 1989) . Its 'Internal Working Model' (IWM; Bowlby, 1977) contains complex representations of the self and the object that may extend to significant others, most of all to fathers (Buist et al., 2002) . Attachment patterns can be characterized by the underlying dimensions of anxiety and avoidance, and different concepts of self and others (Griffin & Bartholomew, 1994; Mikulincer et al., 2003) . These patterns can be modified; however, they are mostly stable throughout the lifespan (Pinquart et al., 2013) . They contribute to emotions, cognitions and interpersonal behavior, influencing personality development as well as relationship dynamics (Beeney, 2015) . Through abnormal transitions between developmental phases and interactions with environmental and temperamental factors, dysfunctional attachment patterns can contribute to abnormal personality functioning and increase the vulnerability for psychopathological symptoms (Lenkiewicz et al., 2015; Mikulincer & Shaver, 2012) .
Attachment and Eating Disorders
Attachment disturbances have been linked with eating disorders (EDs) (Illing et al., 2010) . Regarding parental bonding, eating disorder (ED) patients experience less cohesive and supportive family structure (Latzer et al., 2002) , as well as stronger separation anxiety and more insecure attachment than sine morbo (SM; ones with no ED symptoms) individuals (Kuipers et al., 2016) . Mothers of SM ones reported higher security than mothers of anorexic patients, and were less avoidant than mothers of bulimic patients (Tereno et al., 2008) . The quality of parental attachment can lead to dysfunctional eating attitudes; it may influence the quantity and quality of food eaten and moderate the risk of EDs (Faber & Dubé , 2015; Milan & Acker, 2014) . From the opposite direction of influence, both the physical and psychological proximity needs can be increased in patients after the onset of EDs. ED symptoms challenge the family's attention and generally narrow the proximity between the patients and their parents (Orzolek-Kronner, 2002) . While eating and body concerns distract patients' attention from their parental bonding problems, suggesting hidden interpersonal needs and strong attachment dynamics in the background of the more apparent ED symptomology (Latzer et al., 2002; Orzolek-Kronner, 2002) .
Adult attachment concerns in EDs are still predominantly unresolved, especially in cases with comorbid mood or personality disorders (Gander et al., 2015) . Among other factors, bulimic symptoms and body dissatisfaction are related to attachment insecurity accompanied by ambivalent or fearful relationships (Elgin & Pritchard 2006; Ringer & Crittenden, 2007) . In cases of bulimia, preoccupied attachment may be predominant, while in anorexia dismissive attachment may predominate (Ringer & Crittenden, 2007; Zachrisson & Skå rderud, 2010) . However, specific relationships between attachment patterns and subgroups of eating symptomology are inconsistent (Gander et al., 2015) .
Some results suggest that attachment quality may be related to the type of symptoms rather than to the type of diagnosis, as binge and purge anorexics show stronger avoidance and higher anxiety than bulimics or restrictive anorexics (Illing et al., 2010) . Thus, diverse attachment concerns can be related to restrictive or binge and purge symptoms, highlighting a scope of research that should be furthered. The severity of symptoms can also be more strongly associated with attachment than the type of ED (O'Shaughnessy & Dallos, 2009) ; while the intensity of ED symptomology can be dependent on the degree of attachment insecurity (Broberg et al., 2001) , suggesting careful, supportive parenting and the degree of adult attachment security as central traits of diverse findings.
Attachment, Emotion Regulation and Emotional Eating
The relationship between attachment and ED symptoms can be rather complex mediated by several factors , including negative moods and emotion regulation (Tasca et al., 2009a ), suggesting to take the level of negative moods into account when investigating the relationship between attachment and EDs. Mood states can strongly contribute to eating behavior and to the quantity of food eaten (Geliebter & Aversa, 2003) . Attachment disturbances negatively influence stress-sensitivity (Maunder & Hunter, 2008) and can contribute to distressful and depressive mood states (Tasca et al., 2009a; Van Durme et al., 2015) . Based on different distress-reducing strategies such as hyperactivation or deactivation of emotions attachment dysfunctions can increase the degree of impulsivity (Fossati et al., 2005; Van Durme et al., 2015) and impair creative coping mechanisms (Mikulincer et al. 2003) , resulting in maladaptive emotion regulating actions including maladaptive eating (Ty & Francis, 2013) .
In spite of this, hardly any studies have investigated the relationship between attachment and emotional eating (Hernandez-Hons & Wooley, 2011) , which is defined as eating as a maladaptive coping response in order to reduce negative emotions such as anger, frustration loneliness or depression (Geliebter & Aversa, 2003; Masheb & Grilo, 2006) . However, both actual parental attachment in children and recalled one in adults predicted the extent of high-caloric food consumption (Faber & Dubé , 2015) . Although emotional eating is not a clinically significant ED, but it is associated with higher food intake (Turner et al., 2010) , increasing body mass index (Anglé et al., 2009) , compensatory dietary habits (Nguyen-Michel et al., 2007) , and it can moderate the association between daily hassles and uncontrolled eating (O'Connor et al., 2008) . Therefore, investigating the relationship between attachment characteristics and emotional eating may be highly relevant in understanding a wide-spread maladaptive eating behavior of SM individuals and a potential risk factor of diagnosed EDs.
On the basis of these findings, the relationship between parental adult attachment characteristics and the severity of maladaptive eating behaviors including emotional eating, and binge and purge symptoms shall be investigated within a framework of complex symptoms in both ED and SM individuals (Polivy & Herman, 2002; Pace et al., 2016; Tereno et al., 2008) . Since the extent of attachment's contribution on diagnosed EDs varies across studies, this aspec t shall also be examined, especially in Eastern and Central European regions, where related data are lacking.
Aims and Hypotheses
The aim of this study was to test the relationship between parental and adult attachment characteristics and ED symptoms in ED patients and SM individuals, and to test attachment security as a predictor of diagnosed EDs. It was hypothesized that Parental Bonding Instrument (PBI). The PBI (Parker et al., 1979; Tóth & Gervai, 1999 ) is a 25-item self-report questionnaire that measures the quality of paternal and maternal bonding during the first 16 years of life with two bipolar scales: (a) Parental care assesses how much care or indifference the child was give n; and (b) Overprotection measures assess how overprotective or autonomous parenting was. Items are rated on a 4-point Likert-type scale from 0 (very unlike me) to 3 (very like me). Cronbach's α coefficient was .94 for maternal care, .95 for paternal care, .91 for maternal overprotection, and .90 for paternal overprotection.
Center for Epidemiologic Studies Depression Scale (CES-D).
The CES-D (Radloff, 1977; Demetrovics, 2007 ) is a 20-item self-report measure that assesses the intensity of cognitive, affective, behavioral and interpersonal symptoms of depression over the last week on a 4-point Likert scale, from 0 (seldom or never) to 3 (very often or always). Cronbach's α coefficient of this scale was .93.
Procedure
This cross-sectional, questionnaire-based online survey was carried out from April 2015 until July 2016. Participation was voluntary and was not compensated in any way; all participants had given their informed consent to be involved in the study before filling out the survey. Ethical approval was given by the Medical Research Council Scientific and Research Committee (5692-2/2015/EKU). A convenience sampling method was used. The SM group received the survey through university email systems (two in the capital and one in the southern region of the country) and social media surfaces. ED patients received the survey after completing DSM-V (APA, 2013) diagnostic interviews with senior psychiatrists or clinical psychologists, but before entering treatment. Exact non-response rates were not available from the SM group, but according to clinician reports, less than one third of the invited patients filled out the survey.
Results

Statistical Analyses
In order to estimate the scales' internal consistency, Cronbach's α coefficient was calculated. The distribution of the variables was controlled with histograms. In case any of the compared variables had not shown normal distribution according to the skewness or kurtosis of the histogram, automatically nonparametric analyses were used (Z values in Table 1, and Table 3 completely). Descriptive statistics were applied to compute means, standard deviations and Spearman's rank correlation and partial rank correlations of the variables. The interpretation of the correlation coefficients' value was based on Cohen's (1988) definition: weak below .3, moderate from .3 to .5, s trong for .5 and above. Differences of partial Spearman's rank correlation coefficients were calculated with Fisher's z' transformation. Independent-samples t-test was used to compare ED and SM groups, when the distribution was impaired the Mann-Whitney U-test was applied. The effect sizes were estimated with Cohen's d; small effect size is 0.20, medium effect size is 0.50 and large effect size is above 0.80 (Cohen, 1988) . Chi-square tests with Cramer's V value were applied to compare the frequencies of attachment patterns between the two groups. Predictors of EDs were tested with hierarchical binary regression analysis with the enter method. Analyses were performed with the IBM SPSS 23.0 (IBM Corporation, 2015) and the ROPstat (Vargha et al., 2015) statistical packages.
Comparisons of the Groups
According to the results of the independent-samples t-test and the Mann-Whitney U-test, the ED group was significantly younger, had a lower BMI, with a higher prevalence of being underweight. Regarding ED symptoms, the ED group had three times more intensive drive for thinness, twice as severe body dissatisfaction, three times stronger bulimic symptoms, significantly stronger tendencies for emotional eating, and higher levels of depression than SM individuals. Regarding attachment, the ED group had significantly less secure adult attachment, more preoccupied or fearful attachments, and a tendency towards a higher level of maternal overprotection. Results are detailed in Table 1 . Note. + p < .10. ** p < .01. *** p < .001. SM: sine morbo group, ED: eating disorder group. The 4-item version of the RSQ security scale was used to assess secure adult attachment.
Altogether, 30.6% of all respondents had secure, 26.9% had fearful, 26.9% had preoccupied, and 15.7% had dismissive adult attachment patterns. According to the results of the Chi-square test, the frequency of attachment patterns was significantly different between the groups (χ 2 (3) = 16.408, p = .001, Cramer's V = .350, p = .001). The SM group had predominantly secure attachment patterns (44.8%), which was present in only 16.4% of the patient group. Preoccupied attachment patterns were almost three times more prevalent in the ED group (38.8%) than in the SM group (14.9%). Results are detailed in Figure 1 . Collectively, 70.1% of the SM group and 77.6% of the ED group dieted at least monthly, and 77.6% of both groups exercised at least monthly to reduce weight. Appetite suppressors were used by 4.4% of the SM group and 11.9% of the ED group. Altogether, 34.3% of the SM group reported at least monthly binges, and 62.7% of the ED group reported binging with at least monthly frequency. One third (32.8%) of the ED group reported at least monthly self-induced vomiting, with only 3% of the SM group reporting the same. Purgatives were used at least monthly by 7.5% of the SM group and 22.4% of the ED group; diuretics were used at least monthly by 3% of the SM group and 6% of the ED group. In order to measure the presence of purging, the use of purgatives, diuretics and self-induced vomiting were united with simple summation. Results are detailed in Table 2 . Note. N eating disorder = 67, N sine morbo = 67. SM: sine morbo group, ED: eating disorder group. Symptoms were measured by the EBSS.
According to the results of the Spearman's rank correlation analysis in the SM group, significant negative and moderate associations were found between attachment security and drive for thinness, bulimic tendencies, binges, and dieting. While significant negative, however statistically weak associations appeared between attachment security, body dissatisfaction and exercise. Adult attachment fearfulness showed a significant positive and moderate relationship with drive for thinness, and significant, positive, however weak relationships with body dissatisfaction, bulimic tendencies and binges. Adult attachment preoccupation showed a significant positive but weak correlation with drive for thinness and emotional eating. The degree of dismissal showed a significant positive and moderately strong association with exercise for weight loss. Lower maternal care showed a significant-but weak-relationship to higher drive for thinness and more frequent dieting.
In the ED group, significantly positive and statistically weak associations were found between attachment fearfulness and drive for thinness; emotional eating, binges, and purging; and between paternal overprotection and emotional eating. Both maternal and paternal care significantly and negatively correlated with bulimia, emotional eating, and binge and purge behaviors. Associations were statistically moderate, except for the weak relatio nships between maternal care, emotional eating and binges. Tendency-level, positive correlation was found between dismissive attachment and purging, and tendency-level negative correlation was present between maternal care and dieting. Results are detailed in Table 3 . Note. N eating disorder = 67, N sine morbo = 67. SM: sine morbo group, ED: eating disorder group. Spearman's rank correlation coefficients are indicated. + p < .10. * p < .05. ** p < .01. *** p < .001.
Apparent differences could be observed between the correlation patterns of the two groups. As age is overall important in both attachment and EDs-and the ED group was younger-partial correlations were conducted with adjustment for age. According to Fisher's z' transformation, significant differences were found between the groups' correlation coefficients in the relationships between secure attachment and bulimia (Z = -2.083, p = .037), secure attachment and purging (Z = -3.136, p = .002), dismissive attachment and purging (Z = -2.099, p = .036), maternal care and exercises for weight loss (Z = -2.609; p = .009), and paternal care and purging (Z = 2.071, p = .038). Tendency-level differences were found in the relationships between secure attachment and drive for thinness (Z = -1.777, p = .076), dismissive attachment and emotional eating (Z = -1.935, p = .053), and dismissive attachment and exercises (Z = 1.744, p = .081).
To test the predictors of EDs, a hierarchical multiple binary logistic regression analysis was conducted with enter method. In the first model, those attachment dimensions were involved, which were significantly different between the two groups according to the bivariate analyses-namely, dimensions of secure, fearful and preoccupied attachment (Table 1) . According to these results, only the lower degree of adult attachment security was a significant predictor of higher odds for diagnosed EDs. Attachment quality explained 22.4% of the variance. The second model was adjusted for age and the level of depression. Lower adult atachment security still remained a significant predictor of EDs. Younger age of participants was also a significant predictor of EDs, and higher levels of depression increased their odds at a tendency-level. These three variables explained 36.6% of the variance of EDs. Results are detailed in Table 4 . Note. N ED group = 67, N SM group = 67. * DSM−V diagnoses of anorexia nervosa, bulimia nervosa, binge eating disorder, or eating disorder not otherwise specified. OR = odds ratio (expβ); CI = confidence interval; LL = lower limit; UL = upper limit. + p < .10. * p < .05. ** p < .01. *** p < .001.
Discussion
Characteristics of Sine Morbo Individuals
More than 70% SM group dieted or exercised at least monthly in order to reduce weight, suggesting that young women are gradually showing an increase in approval of diet and exercise activities oriented towards weight and body shape modification (Grogan, 2007) . Although weekly binges are only one of the major criteria of BED (APA, 2013), and binges are gradually increasing maladaptive eating behaviors (Gearhardt et al., 2012) , their 12% frequency in the SM group is far higher than the lifetime prevalence (0.8-1.9%) of BED (Kessler et al., 2013) , especially as participants with an ED history and significant bulimic symptoms were excluded from the SM group. A methodological reason for this can be the self-selection bias of voluntary online surveys, so characteristics of individuals who are more concerned with eating disturbances than the general population may be overrepresented in the present results (Betlehem, 2010) . Furthermore, data on binges were self-reported in cases of SM participants, and subjective binges may differ from objective ones (Niego et al., 1997) . The increasing emphasis on weight, shape and eating control can contribute to the sensitivity about the quantity of food eaten, and thus to a more negative judgement of one's own eating behavior (Johnson & Wardle, 2005) .
Regarding attachment features, the SM group more frequently had secure adult attachment patterns than the ED group, and the degree of attachment security was statistically much higher in the SM group; which is in correspondence with previous evidences (Latzer et al., 2002; Orzolek-Kronner, 2002; Ward et al., 2000 , Zachrisson & Skå rderud, 2010 . The distribution of secure and insecure adult attachment patterns was almost the same on a representative Hungarian adult sample (Susá nszky & Szá ntó, 2013).
Higher adult attachment preoccupation in the SM group was related to stronger tendencies for emotional eating. Adult attachment preoccupation is characterized by high anxiety, ambivalence, dependence and repressed anger and fear of losing the object (Sable, 2008 (Macht, 2008) . Present results confirm that SM individuals with stronger attachment preoccupation have a higher tendency to engage in emotional eating as a maladaptive coping with their emotional and interpersonal difficulties. This suggests at least taking potential attachment concerns such as ambivalence, separation anxiety, suppressed fury or dependence with the primary object into account, when investigating the personal precipitating or maintaining factors of emotional eating in SM individuals. Highlighting attachment-driven irrational thoughts, counteracting primary tendencies for hyper-activation and seeking for more adaptive ways of coping with negative moods may hold therapeutic potentials (Szalai, 2016) .
The severity of drive for thinness, body dissatisfaction, bulimia, and binge and purge symptoms were related to the degree of attachment insecurity in the SM group, which is in line with previous studies that evidenced the association between lower attachment security and stronger ED symptoms (Broberg et al., 2001 ) dysfunctional eating attitudes and behaviors, and an increased risk of EDs (Milan & Acker, 2014) . The stronger association between ED symptoms and adult attachment dimensions then parental bonding features in SM individuals may suggest that SM adults consider their partner or close peer relationships as primary attachments rather than their parents. This may implicate a bigger influence of peer attachments on the mental health of SM individuals than parental bonds; which opens a gap of research to be furthered by comparative studies and metaanalyses.
Characteristics of Eating Disorder Patients
Approximately 78% of the ED patients dieted or exercised at least monthly in order to reduce weight. Body image disorder is and body dissatisfaction are well-known characteristics of classic eating disorders (APA, 2013 , Stice, 2002 , which lead to an increased desire for altering the bodily appearance, particularly weight and shape (Fairburn et al., 2003) . As diet and exercise are regular weight and body shape modification strategies (Grogan, 2007) , the high prevalence corresponds with the natural characteristics of such a heterogeneous ED sample, just as the presence of at least weekly frequent binges in almost 50%.
With regard to the attachment characteristics of the ED group, the frequency of secure adult attachment patterns was significantly lower than in the SM group, and ED patients more often had fearful and preoccupied patterns; however, the frequency of dismissive attachment patterns was only marginally different. The degree of attachment security was statistically much lower in the ED group, with a moderate difference in the degree of adult attachment preoccupation, and a small difference in the degree of fearfulness between the SM and ED groups. Many studies confirmed the lower attachment security of ED patients, and revealed almost the same prevalence (83.6% vs. 86.4%) of insecure attachment types on this sample (Mü nch et al., 2016; O'Shaughnessy, & Dallos, 2009 ). Some studies also pointed out the relationship between predominantly preoccupied or fearful attachment patterns and ED symptomology (Suldo & Sandberg, 2000; Troisi et al., 2005) . Friedberg and Lyddon (1996) concluded that the degree of attachment security and preoccupation can discriminate between SM and ED individuals; however, other studies linked dismissive attachment with EDs (e.g., Eggert et al., 2007) .
Certainly, findings regarding attachment characteristics of ED patients may depend on the composition of the sample including diagnostic subtypes and the type of symptoms (Illing et al., 2010) . As dismissive attachment is predominantly found in anorexia nervosa and bulimia nervosa or BED mostly preoccupied or fearful patterns can be observed (Ringer & Crittenden, 2007; Zachrisson & Skå rderud, 2010 ) results may be grounded by the predominance of binge and bulimic patients in this sample. On the other hand, negative self-esteem is a central maintaining factor in each ED (Fairburn et al., 2003) , and both preoccupied and fearful attachment patterns are characterized by a negati ve image of the self (Sable et al., 2008) . Maladaptive effects of hyperactive emotion regulation-a major link between disturbed attachment and EDs-are also often present in preoccupied or fearful attachment patterns (Mikulincer et al., 2003; Van Durme et al., 2015) . Sociocultural factors can also be contributory, since in another representative Hungarian sample detachment was unrelated to the risk of EDs (Szalai & Czeglé di, 2015) . These associations support the marginal difference in dismissal between groups, and suggest that attachment anxiety, preoccupation with relationships and fear in self-and object-relations were related to ED symptoms in this sample rather than the degree of attachment dismissal. Thus, the first hypothesis proposing that insecure adult attachment types would be more frequent in ED patients than in SM individuals can be partially supported.
Associations were also evidenced between higher adult attachment fearfulness and lower maternal and paternal care of ED patients and their stronger tendencies for emotional eating. Individuals with fearful attachment often suffered from traumatic life events, lack of acceptance, and are often featured by both strong anxiety and avoidance in close relationships, resulting in distrustfulness, disorganized interpersonal behavior (Beeney et al., 2015; Dozier et al, 2008) .
This can lead to higher tendencies for impulsivity and aggression coupled with impaired social conflict solution skills and worse emotion regulation (Fossati et al., 2005; Mikulincer et al., 2003) . In line with these dysfunctions, Hernandez-Hons and Wooley (2011) evidenced attachment concerns among the most important themes related to emotional eating, including (a) relationship history; (b) degree of acceptance; (c) addiction as a coping mechanism for insecure attachment; and (d) emotional eating as reminiscent of ambivalent attachment. In correspondence with present results, more insecure, less accepting and ambivalent parental attachment also predicted high-calorie food consumption (Faber & Dubé , 2015) , which was directly related to the degree of emotional eating; suggesting that at least in part maladaptive coping circles with insecure attachment can be suspected in the background of emotional eating (Hernandez-Hons & Wooley, 2011) .
Since mood intolerance and interpersonal difficulties are among the most important maintaining factors of ED symptoms (Fairburn, 2003) results can support introducing new attachment-based, relationship-focused interventions also against emotional eating. This may include fostering the availability of attachment objects, enhancing the degree of parental care and counteracting adult attachment fearfulness such as reducing distrustfulness and avoidance, seeking for more adaptive means of coping with distress as well as improving images of both the self and significant others.
Intervention-based studies are required to confirm these intervention points and to test whether decreasing the tendencies for emotional eating would hold preventive potentials against developing more severe eating symptomology including diagnosed EDs.
In contrast with SM individuals, the degree of attachment insecurity was not related to the symptom severity in the ED group, but aspects of parental bonding were related to symptom severity predominantly in the ED group; so the second hypothesis can be only partly supported. The apparent differences in correlation patterns of attachment dimensions and ED symptoms between the two groups offer an interesting scope of interpretation. A methodological explanation of the diverse associations between aspects of parental and adult attachment and ED symptomology in the groups can be partly the lower age of the ED patients. Furthermore, the different marital statuses of the groups can also influence who are considered primary objects. It can be suspected that a considerable percentage of ED patients still identify their parents as primary attachment objects, perhaps due to social anxiety or fear of intimacy (Cash et al., 2004) .
In line with this, a tendency-level stronger positive relationship was found between maternal overprotection and increased ED symptoms in the ED group than in SM individuals. The relationship between poor maternal bonding and ED symptoms is well-evidenced (Claydon et al., 2016; Ward et al., 2000) . Maternal attachment disturbances are related to negative affectivity, and generally a more anxious, angry or intrusive parenting style (Adam et al., 2004) , which may contribute to the ambivalence and separation-individuation problems of ED patients (Latzer et al., 2002) . Overprotection and an enmeshed mother-daughter relationship are well-known traits of families affected by EDs (Minuchin et al., 2009) . A lower degree of parental care was also associated with more severe symptoms in the ED group. In line with this, lower parental care and higher parental control can be associated with worse personality traits and psychological functioning and stronger ED symptoms (Amianto et al., 2015) . Although more studies focus on the mother-child relationship in ED patients (Claydon et al., 2016; Pace et al., 2015) , present results also underline the association between the degree of paternal care and the severity of ED symptoms among ED patients. Similarly, Horesh et al. (2015) found that patients with overprotective or avoidant paternal bonding presented higher levels of depression and worse eating and body shape concerns (including more severe food-restraint) than those who experienced caring and benevolent father-daughter relationships.
As there was no difference in the degree of reported parental care between the two groups, but a lower degree of parental care associated with increased ED symptoms in the ED group, it is likely that ED patients require more attention and emotional support from their parents (Latzer et al., 2002; Orzolek-Kronner, 2002 ) than SM individuals. In line with this suggestion, ED patients suffer from separation anxiety (Troisi et al., 2005) and ED symptoms usually engage parental involvement, decreasing the distance with their parents (Orzolek-Kronner, 2002) . Mothers of anorexic females reported themselves low levels of alexithymia, while their daughters perceived high maternal alexithymia (Pace et al., 2015) . This hints at the differences in the perception of the degree of emotional responsiveness in ED families. Attachment patterns underlie one's command on autonomy, intimacy and reinforcement (Sable et al., 2008) ; thus, attachment characteristics may contribute to different assumptions of parental care. As affectively supportive parenting is negatively associated with weight and dieting preoccupation, bulimic behaviors, and most EDI scales, hidden needs for parental care might be crucial for some ED patients. Enhancing an autonomy-fostering, emotionally caring parental attachment can be an important coping mechanism against ED symptoms (Kenny & Hart, 1992) , because family members are the patient's and the therapist's best allies and most important resources for (Bulik, 2014) .
Attachment and Eating Disorder Symptomology
From all attachment dimensions, only lower adult attachment security was a significant predictor of diagnosed EDs, with adjustment for age and the level of depression. These variables explained 36.6% of the variance of EDs. Secure attachment supports good mental health and stable self-structure (Oliviera & Costa, 2009 ), but attachment insecurity is associated with poor self-concept, identity and self-esteem, increased stress sensitivity, anxiety, and more negative emotions, and with impaired recognition of hunger and satiety (Gander et al., 2015; Lee & Hankin, 2009 , Maunder & Hunter, 2008 Tasca et al., 2009a) . Effects of attachment disturbances on emotion dysregulation including hyper-activation or deactivation of emotions can also contribute to this result (Ty & Francis, 2013; Van Durme et al., 2015) . Furthermore, insecure attachment negatively influences body satisfaction with adjustment for age and BMI both in SM and ED populations (Cash at al., 2004; Gander et al., 2015; Keating et al., 2013) , which can contribute to precipitating or maintaining the ED (Fairburn et al., 2003) .
In this model, younger age significantly increased the odds for diagnosed EDs, and higher depression contributed to them on a tendency-level. Younger age is an evidenced risk factor for ED symptoms (Hudson et al., 2007) , as aging decreases the importance of appearance in favor of greater self-acceptance (Tiggemann, 2004) . Attachment characteristics may also change with age (Pinquart et al., 2013) ; thus, the age difference of the groups could also contribute to the differences found between the SM and ED individuals. Generally, higher levels of depression are found in most eating pathologies (Stice et al., 2002) , and there is a high comorbidity between eating and mood disorders (Tasca et al., 2009a) . Depressive thinking can attack various aspects of self-acceptance (Olivardia et al., 2004) including the satisfaction with bodily appearance (McCabe et al., 2001) . Therefore, depressive symptoms can contribute to the development of EDs (Polivy & Herman, 2002) , increasing the incidents of EDs by almost three-fold in one study that took place over a period of eight years (Stice et al., 2011) . Negative affections can also predict the maintenance of eating pathology (Stice, 2002) , supporting present results.
As ED symptomology can be interpreted through a multicausal etiology built on complex interactions of predisposing, precipitating and maintaining factors (Jansen, 2001) , the above described relationships suggest several direct and indirect paths between lower attachment security and the increased odds of EDs (Tasca et al., 2009a) . Firstly, early experiences, traumas and parenting quality can be related to EDs through the mediation of adolescent and adult attachment characteristics (Tasca et al., 2011) . Secondly, since personality and family traits are central in ED's (Minuchin et al., 2009; Tasca et al., 2011) , and attachment features contribute to both the ego functioning and object relations (Dozier et al., 2008) , the role of attachment in patients with eating disorders may be viewed as a system mediating between intrapersonal experience and interpersonal actions that serve to maintain the symptoms.. Thirdly, both attachment anxiety and avoidance can be directly related to the increased risk o f ED symptoms (e.g., Szalai & Czeglé di, 2015; . Lastly, longitudinal studies evidenced that the role of attachment in EDs can be considered an important background variable, as its quality moderated the relationship between ED risk factors and later disordered eating attitudes and behaviors (Milan & Acker, 2014) . The maturation of the self is interwoven with attachment functioning, so attachment dysfunctions can contribute to self-disturbances, and on the basis of disturbed neurobiological functioning, deficient self-functioning can be linked to ED symptomology (Amianto et al., 2015) . Attachment insecurity and disorganization can interact with genetic and environmental vulnerabilities, and serve as a general risk factor for adult psychopathology including borderline personality disorder and bulimic symptoms (Dozier et al., 2008; Steele & Shiever, 2010) . Therefore, deficient attachment functioning may be particularly important in those ED patients who suffer emotion-processing deficits or personality disorders; accordingly, these patients respond less well to exclusively symptom-focused therapies (Myers et al., 2006; Tasca et al., 2011) .
Attachment quality can be related to EDs through various paths Koskina & Giovizolias, 2010 ) including a) the mediation of self-concept (Illing et al., 2010) , self-worth, and self-acceptance (Gander et al., 2015) ; b) body dissatisfaction (Keating et. al., 2013) ; c) the extent of perfectionism (Dakanalis et al., 2014) ; d) as well as mood and mood-regulation disorders such as emotional instability (Mü nch et al., 2016) , alexithymia (Tasca et al., 2011) , higher level of depression (Tasca et al., 2009a) , and emotion-dysregulation (Ty & Francis, 2013) including the hyperactivation or deactivation of emotions (Tasca et al., 2009a) . Effects of attachment characteristics on emotion-regulation are also observable on the level of autonomous functioning. Attachment insecurity is related to higher autonomous reactivity, while attachment security can offer better psychophysiological responses to interpersonal challenges in EDs (Dias et al., 2011) . Furthermore, when attachment anxiety can be decreased through an ED treatment, outcomes may be better (Tasca et al., 2011; that supports the association between higher attachment security lower level of ED symptoms. These associations suggest insecure attachment is a general, indirect risk factor for EDs, and attachment security can be a protective factor against ED symptomology, supporting the third hypothesis proposed in this paper.
Limitations
Limitations should be taken into account when interpreting results. Anthropometric data were self-reported, which can impair validity. The cross-sectional study design does not allow us to draw cause and effect conclusions. The convenience sampling method and voluntary participation cannot exclude the self-selection bias that may modify the features of the sample. Although the lack of non-response rates is a general feature of online surveys, it can limit the generalizability of our findings. As some aspects of attachment are outside of awareness, self-report measures may hold a susceptible bias in responses (Steele & Shiever, 2010) . Non-response rates are not available from the SM group; however, according to clinician reports, on average only 30% of the invited patients filled out the online survey. Although many significant relationships were found, they had generally statistically low effect size. Similar to other studies (e.g. Bä ackström & Holmes, 2001; Ravitz et al., 2010) , internal consistencies of the RSQ were low or moderate, which may limit the reliability of the results. Only a few associations with low effect sizes were found between dysfunctional attachment and emotional eating, and overweight emotional eaters were directly excluded from the sample because of their low numbers (N = 14) possibly distorting results. The role of paternal attachment in eating symptomology could be an exceptional direction to be explored in further studies. As attachment security with adjustment for age and the level of depression explained a moderate part of the variance of EDs, we emphasize that their symptomology is more complex than it could be explained through attachment disturbances only.
Conclusions and Treatment Implications
Present results from this study highlight that ED patients generally have more dysfunctional attachment patterns than SM individuals, with highly different relationship patterns between aspects of attachment and ED symptoms than in SM individuals, suggesting a complex interplay between dimensions of dysfunctional attachment patterns and intensive ED symptomology. In this sample, attachment insecurity, preoccupation with relationships and fears in self-and object-relations were related to ED symptomology rather than dismissive traits. In those emotional eaters who complain about relationship stressors, attachment disturbances should be assessed and the adaptive relationships and interpersonal coping mechanisms should be facilitated. In contrast with overweight emotional eaters, underweight individuals under-eat in response to negative moods (Geliebter & Aversa, 2003) . This finding can offer a novel scope of research regarding the possible relationship between dismissive attachment and emotion deactivation and restricted eating in underweight individuals experiencing negative moods. As attachment dimensions can play a role in different perceptions of parental responsiveness, unmet needs of parental care can be an important concern for certain ED patients. Lower attachment security was a predictor of diagnosed EDs and is also related with the intensity of eating behavior severity in SM individuals, supporting that secure attachment can be a protective factor against EDs.
Therefore, attachment functioning should be assessed with special attention on dimensions of insecurity, preoccupation or fearfulness in individuals who complain about both maladaptive eating behaviors and relationship stressors. On the basis of these assessments, a combination of a categorical diagnosis and a dimensional description of the patient's personality and attachment functioning can be suggested in order to build a better understanding of the personal ED symptomology, appropriate treatments, and to promote good therapeutic alliance (Illing et al., 2010; Tasca et al., 2009b; . Since the degree of attachment security is associated with ED symptomology, an attachment-sensitive can be beneficial for certain ED patients (Amianto et al., 2016; .
Attachment interventions in ED treatment should support four key areas (Amianto et al., 2016; Faber & Dubé , 2015; Keating et al., 2013; Kuipers et al., 2016; Maxwell et al., 2014; Tasca et al., 2009a Tasca et al., , b, 2011 Tasca et al., , 2013 
1. Improving the attachment-driven self-concept, with increasing self-acceptance, coherence of mind and the number of positive self-domains. 2. Improving interpersonal functioning through the modification of sensitive, dependent or avoidant interpersonal styles, fostering the availability of the attachment figure, and developing mutual trust, flexible communication, and emotional warmth in relationships. 3. Enhancing patients' reflective functions, including the capacity to reflect on themselves and significant others, especially in times of severe distress. 4. Balancing patients' low and intensive moods by improving frustration tolerance as well as coping skills for negative moods, fostering emotion recognition, and counteracting the hyper-activation or deactivation of emotions with personalized mood-regulation strategies that can lead to a more optimal intra/ interpersonal life.
Enhancing parental care and adult attachment security may be important factors against the development and the maintenance of ED symptoms. However, longitudinal studies that assess the efficacy of randomized, controlled attachment-based treatment procedures and attachment-based preventative programs are required to confirm these results. 
